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N 832 1200-8-6-.08(2) Building Standards . N 832 ] i
| ' Handicapped Bathroom dsugns 3.1-11
(2) The condition of the physical plant and the . removed from 1% and 2" Floor
overall nursing home environment must be Bathrooms immediately on
developed and maintained in such a manner that 2/22/11
the safety and well-being of residents are ’
assured. Inspected remaining facility
' bathrooms. No other
| . .
This Rule is not met as evidenced by: handlcapped signage was found
Based on observation it was determined the posted in error.
facility failed to comply with the American
Disability Acts (ADA). Complete inspection of entire
. facility signage conducted by
The findings include: ; :
? Maintenance Director. No other
(1) Observation of the 1st and 2nd floor . problems identified with signage.
handicapped bathrooms located in A and B halls |
_on 2/22/11 at 11:10 AM, revealed no strobe ilghts [ Maintena nce Depa rtment
installed in the bathrooms. ADA | - | Director will inspect signage
(2) Observation of the of the 1st and 2nd floor | upon de“\"er)’_before being
handicapped bathrooms located in A and B hall posted by maintenance
on 2/22/11 at 11:15 AM, revealed no grab bars department staff.
installed in the bathrooms, and nd'5 ft. turn ,
around spaces for wheel chairs. (ADA) G i
These findings were acknowledged by the |
Administrator and verified by the Director of 5
Maintenance at the exit conference on 2/22/11.
|
|
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